MISSOURI DIVISION OF HEALTH —STANDARD CERTIFICATE OF DEATH

OEPARTMENT OF PUBLIC HEALTH AND WELF
Ffﬂ&'ﬁb'ﬁ'ﬁ?ij o ?—---__.Prlmarv Registration District No. \ﬂ_-_-kegisrrcf’l No. Xig_
2. USUAL RESIDENCE {Where deceased lived.

DO NOT WRITE

+
ED
ON THIS STUB AMENDED:

Tncn

If institution: Residence before

VS 300
Rev. 4/59

1Lis 3 L

1. PLACE OF DEATH
. COUNTY .
° St, Louis

a. STATE - b. COUNTY

Missouri Ste Louis

admizsion)

b. CITY (If ocutside corporate limits, give TOWNSHIP anly)
TOWN 2

Length of stay in Ib

6

eeks

o CITY
OR

TOWN  pipe Lawm

Inside Limits

Yar [ No O

c. FULL NAME OF (If NOT in hospital, give location}
HOSPITAL OR
INSTITUTION

tnaide Limits

d. STREET
ADDRESS

{If cutside, give location)

L606 Edgewood Blvd.

Reside on Farm

Yes [J No

DATE AMENDED

L4612 Edgewood Blvd

3. NAME OF DECEASED
(Typa ar print}

YosJI Ne O

245 3¢,

4, DATE
i Octob

Year

1962
IF UNDER 24 HR
Hours l Min.

Middle Laat Month

DONALD THUERKOFF JR.

7. Married ®)  Naver Married [J {8. DATE OF BIRTH | 9 AGE (tast birthday}

Widowed [] Divorced [ 3/7/1 25 37 vears

BIRTHPLACE (City and state or country)

Aton, 1133

First Day

0ITO

5. SEX 6. COLOR OR RACE

male white
10a. USUAL OCCUPATION {Give kind of work done
during most of working life, even if retired)

salesman
13a. FATHER'S NAME

Otto Thuerkoff Sr,

15, WAS DECEASED EVER IN U.S. ARMED FORCES?

{Yes, qi,eogunknown) I(Wl, fi_-y[e ué:r rgarnéoafﬁervlc

er
IF UNDER 1 YEAR
Months Days

&)
/

10b. KIND OF BUSINESS OR INDUSTRY 12. CITIZEN OF WHAT COUNTRY

insurance
¥3b. MOTHER'S MAIDEN NAME

Angele Favre

14, SOCIAL SECLRITY NO,

ois U. S
14. NAME OF HUSBAND OR WIFE

Virginia Thuerkoff
Address

17.

Virgipia Thuerkoff - 4606 Edg

PART 111, If deceased was female was

INFORMANT

INTERVAL BETWEEN

QNSET AND DEATH
¥ /5 &
I e |
&

18. CAUSE OF DEATH (Enter only one cause per linas

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a) W

PART |.

DOCUMENT

Conditions, if any, DUE TO (b}
which gave rise to
above cause (8},
stating the under-
lying cause last. DUE TG (¢)

PART It. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not retated to the terminal
disease condition given in PART | {a) there s pregnancy in last 90 days.

P . , O Yes I {0 No I 0 Unknown
19. WAS AUTOP?M/?O.. ACCIEIZ;EN'I SUICE!]DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}

INSTEAD OF

PERFORMED?
YES [ NO

20¢. TIME OF
INJURY

Hour
a.am,
P

20d. INJURY QCCURRED
WHILE AT WORK [J
NOT WHILE AT WORK [

Month, Day, Year

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE '

farm, factory, sireet, office bldg., erc.)

70=57 567 IO -Tob T iy o Py 2 2 76—

m on the date stated above, and to the best of my knowledgg;rom the causes stated.

. d 22c DATE SIGNED
Coedigfficy Ol o Vo= 2
23d. LOCATION (City, town, or :,u'unry} {S1ate)

burial metery St, Touis Connty Missourd.

24. FUNERAL DIRECTOR 25, DATE RECD. BY LOCAL REG. ISTR? SIGNATURE W

OR
TYPEWRITER RIBBON

21. | attended the deces,

d from
'

Death occurred at—

27a. EQ‘NATURE 7’__

23a. BURIAL, CREMATION, | 23b. DATE
REMOVAL (Specify}

22b. ADDRESS

/05

MATORY

{Degrea or titla}

,7
Oct 10, 1962
¥ RoDRESs

USE BLACK INK

SHOULD READ

2 &L

.
T 23c. NAME OF CEMETERY OR CR

Valhalla G

BY AFFIDAVIT OF

ITEM NO.

BUCHHOLZ MORTUARY-5967 W.Florissant Ave /0~ 9"‘ & A

7
{Licansed Embaimer’s Statement on Reverse Side)




e

STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signet
Signature of Student Embalmer

Licensed Embalmer No. j -j/g

17 Zpees”
P. O. Addr 7 : %\
Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




